Results-Software for data entry and analysis by hospitals was successfully used at the pilot sites. The overall response rate for the 11 hospitals using the questionnaire was 60%, ranging from 33% to 90% depending on the way the survey was managed. Data from all 11 hospitals were included in the national comparative audit database. Hospitals showed little variation in measures of patients' overall satisfaction (around 85%), but significant differences were apparent for specific aspects such as receiving adequate written information before admission (range 50%/o 89%), provision of adequate parking facilities (140/%-92%) and experiencing a significant amount of postoperative pain (80/o-42%).
Introduction
The development of a questionnaire suitable for assessing patients' experiences of day surgery has been described in the preceding paper (p 157).' Its use provides clinicians and managers with a description of their patients' views at a single time point. By identifying areas of poor outcome or satisfaction, it can enable appropriate action to be taken to improve the quality of day surgical care. The questionnaire can then be used to reassess the situation to see whether the expected improvements have occurred, thus completing the audit cycle. However, this scenario supposes that the clinicians and managers have been able to set appropriate standards. For example, they need to know what proportions of patients might reasonably be expected to complain of postoperative pain or be dissatisfied with the amount of written information they received before admission. For this, hospitals need to be able to compare their own findings with those obtained in other hospitals.
This need can be met by the widespread adoption of the same questionnaire by many hospitals and the construction of a national comparative database by aggregating the results centrally. Comparative audit in surgery is not a new concept,2 though there are few established examples in the United Kingdom.3 Worldwide, we are aware of only one example in day surgery. 8 Apart from providing participating hospitals with comparative data from other hospitals, a national database can also provide a database for research of specific surgical procedures (which will rarely be performed in sufficiently large numbers in any single hospital), including studies of the factors that are associated with a successful outcome. This paper describes the development of software to enable hospitals using a standard questionnaire to enter and analyse their own data, the establishment of a national comparative audit database, and some initial results from the first 11 hospitals.
Methods

ADMINISTRATION OF THE SURVEY
The questionnaire for assessing patients' experiences of day surgery has been described.' It was recommended that the questionnaires be given to 300 consecutive day surgical patients. With an expected response of 65%, information from about 200 patients would be obtained.
As the questionnaires were due for completion about three weeks after surgery they could either be handed to the patients before discharge from hospital or be posted later. A letter from the patient's surgeon or a hospital manager explaining the importance of the survey to the hospital and a stamped addressed envelope accompanied the questionnaire. Given the variety of organisational arrangements in different hospitals, the exact method of carrying out each survey had to be decided by the participant. It was recommended that one reminder letter be posted to all non-responders two weeks after the expected date of receipt of the completed questionnaire. By maintaining a register of all patients invited to participate the hospital would be able to assess any non-responder bias, at least in terms of patients' age and sex and procedure.
DEVELOPMENT OF SOFTWARE FOR LOCAL USERS
The objective was to produce software that could be used by someone with minimal computing experience. Software for data entry and analysis was prepared with a Paradox relational database system on an IBM compatible personal computer.9 A feature of Paradox is that applications can be provided in compiled or run time form so that users do not have to have a copy of the Paradox software itself. A manual was cowritten by the programmer and a member of the team with little computing experience to ensure that it was user friendly. The software was tested in eight sites, and, as a result, some minor modifications were made. DEVELOPMENT hospital identifier added to the file, and procedures additional to those listed on the questionnaire had to be coded. The comparative database then had to be backed up and the new data added.
A report for each hospital was produced using SPSS/PC+ tables. One table was produced for each question (or subsection of a question) in the original questionnaire. In each table the responses of patients in the hospital in question were compared with the aggregate responses of patients in the database. The report also included comparisons for specific patient groups. Thus, if the hospital carried out a limited range of procedures on a day basis, then this group of procedures could be selected from the database for comparison.
COMPARATIVE ANALYSES
All the variables studied were dichotomous. The proportion of patients expressing an unfavourable outcome or dissatisfaction in each hospital, together with 95% confidence intervals, were compared.
Results
SOFTWARE FOR LOCAL USERS
Software was written which enabled users of the questionnaire to enter their data on their own personal computers. Validity checks were programmed into the software to ensure that logically inconsistent responses could not be entered. Users were also provided with a series of standard analyses, which included frequency distributions of all the variables for which information was collected, plus cross tabulations that compared the overall level of satisfaction with sociodemographic factors; preoperative anxiety; and outcome (pain, wound problems, change in symptoms, and daily activities). The standard analyses could be stored on the disk or printed.
In addition, local users could specify and carry out their own analyses with the software. Alternatively, a data file could be created and exported in various different formats for analysis with other more advanced software packages. Back up data files could be created on floppy disks and this facility could be used to send data away for inclusion in the comparative database.
COMPARATIVE DATABASE
Data from the first 11 hospitals to use the questionnaire were obtained. The mean number of patients responding was 158 (range 64 to 269). The overall response rate was 60% but varied from 33% to 90%. Hospitals with low response rates had made no attempt to remind non-responders whereas those with the highest rates had pursued non-responders by repeated telephone calls. Most hospitals had investigated a broad mix of patients, though one had chosen to survey only patients undergoing cataract surgery.
The data received on floppy disks from each hospital were prepared, added to the main database, and a report specific for the hospital was printed and dispatched within a few days. Though SPSS/PC+ was slow to perform the calculations required to generate the tables (and around 600 lines of SPSS program code were required to generate the report), it had the advantage that the "tables" procedure was flexible enough to allow considerable control over the layout and contents of the output. This meant that the resulting tables could be printed directly without further editing with a word processing package. Each report contained 72 tables and a series of bar charts based on selected tables from the report. These charts displayed comparisons between the individual hospital and the national database and covered a range of aspects of day surgery, including satisfaction with the process of care, frequency of complications, effectiveness of the operation, and overall satisfaction. Many patients (28%) reported having undergone procedures other than those listed on the questionnaire. Most of these procedures were coded by the authors to either one of the existing 20 categories or one of 21 additional categories (box), leaving only 3% uncoded. Patients who had undergone more than one procedure (6%) were categorised according to the major procedure. For example, dilatation and curretage was considered to be more major than cervical cautery. Figure 1 shows those procedures that accounted for at least 2% of the total number of procedures. Seventeen procedures accounted for 83% of all those performed. Some procedures would not usually be considered as day case procedures but could have been carried out appropriately in an outpatient setting. These included most dental extractions (70/6% of total); toenail removal (1 -/8%); and removal of various cysts, lumps, and stitches (1 4%). In all, up to 12-3% of day case patients might have had their procedure performed in outpatient departments. This varied between hospitals from 0% to 27%.
Figures 2-5 show some of the differences observed between hospitals. The proportion of patients who received written information before admission ranged from 50% to 89% ( fig  2) ; overall, about a third of all patients did not receive written information. Most hospitals provided adequate parking facilities, but there were two obvious exceptions (fig 3) . In contrast, there was little difference between hospitals in patients' overall level of satisfaction (fig 4) . Finally, the proportion of patients experiencing a significant amount of pain after surgery ranged from 8% to 42% (fig 5) . None of these variations took differences in case mix (age, sex, or procedure) into account.
Discussion
The work reported here has shown that it is feasible to establish a comparative database and produce reports of day surgery for specific hospitals. However, it has also illustrated several methodological problems that need to be overcome if the full potential of such an approach is to be realised.
The first is the need to improve the response rates to the questionnaire in some hospitals. With dedication rates of 90% can be achieved. Though the tools for carrying out a survey can be provided from a central agency, clinicians and managers locally must appreciate the need to commit realistic resources to the exercise. Without these resources the survey will at best be a waste of time and at worst produce misleading results which might lead to 
